Severe Necrotizing infection of the Perineum: Beyond Necrosectomy tachycardic (pulse 137/min) and febrile (temperature 38.5 0 C). The respiratory rate was 16/min and saturations were 98% on room air. Perineal findings included bilateral ischiorectal abscesses and a swollen, erythematous, crepitant scrotum with a discharging blister (Fig 1) . The lower limb was excoriated, hyper-pigmented with nonpitting edema, but no signs of inflammation. Respiratory system exam revealed vesicular breath sounds bilaterally with no crepitations. The abdomen was moving with respiration and was soft and non-tender on palpation and bowel sounds were heard and normal.
Introduction
Fournier's Gangrene is a fulminant necrotizing fascitis of the penis and scrotum (1) with reported mortality rate of 20% which peaks to 39% when debridement is delayed (2) . Upon diagnosis, the disease also warrants an aggressive multimodal approach, which includes hemodynamic stabilization and broad spectrum antibiotics (3) . This management strategy may assist to stem the transition to multiple organ dysfunction and mortality.
Indeed, initiation of fluid resuscitation, transfusion, and vasoactive support at the A & E reduces mortality significantly (4 ). This advantage is lost when the interventions are intiatied at the intensive care unit.
Case
MX was a 53 year old male who presented with five days history of pain, swelling and foul discharge of the scrotum. He had fever, nausea and anorexia but reported no history of cough, night sweats, weight loss or contact with a person with TB. His past medical history was not significant. Two weeks earlier, he used herbal medications to treat a painful leg swelling. He had a history of heavy alcohol use.
On examination, he was wasted, dehydrated and had generalized lymphadenopathy but was not pale, or jaundiced. He was hypotensive (BP 90/50 mmHg), Abdihakin M. 1 The evolution of systemic inflammatory response syndrome (SIRS) to septic shock is a continuum that can be stemmed using dedicated and early goal directed interventions. In the setting of necrotizing soft tissue infection, mortality approaches 100% when debridement is delayed or altogether omitted. Volume depletion, vasodilatation, myocardial depression, high metabolism and attendant global hypoxia that precede multi-organ dysfunction syndrome (MODS) and mortality need to be addressed early, avoiding delays in the emergency department, hospital ward, or the intensive care unit. Early goal directed therapy denotes the use of interventions such as administration of crystalloid solutions, vaso-active agents, blood transfusion and inotropic agents to achieve specific targets, namely, a central venous pressure of 8 -12 mmHg, a mean arterial pressure of 65 -90 mmHg, a urine output of > 0.5mls/kg/hr, a hematocrit of >30% and a central venous oxygen saturation of > 70% in a patient who is intubated, sedated and paralysed.We present an illustrative case of the management of severe Fournier's gangrene and how a series of misadventures at home, the A & E and the wards contributed to the inevitable demise. He had a nadir blood pressure of 73/39mmHg and urine output > 30mls/hr during the operation. He was adequately reversed, and was breathing spontaneously.
Summary
A re-look surgery was planned for two days later.
Post-operatively, he was nursed in the high dependency unit. At admission to this unit, his blood pressure was 88/40 mmHg, RR 18/min and saturations 92% on 5L of oxygen. Shortly after, the systolic blood pressure fell to 73 mmHg. This was attributed to the morphine infu- Even though the testes are classically spared in the process of Fournier's gangrene, orchidectomy, for non-viable testis, is eventually required in up to 21% patients (9) . It is debatable whether surgery on the day of admission would have altered the course of events given that a period of resuscitation was needed. He did not live to get further debridements. What we failed to anticipate was Figure 1 The scrotum is grossly swollen, erythematous with a small discharge from a blister. Note the ischiorectal abscess. (11) . In one recent study, a 96% survival rate was reported for patients with a score < 9 while a 46% mortality rate was recorded for those with a Fournier's gangrene severity index of 9 or greater (sensitivity 71.4%, specificity 90%) (12) .
Our case had a severity index of 8 at admission and thus had a fairly good prognosis. Although MODS can sometimes evolve and worsen despite optimal care , the critical care issues highlighted in this article contributed significantly to his mortality.
CRITICAL CARE
Begin resuscitation immediately in patients with hypotention or elevated serum lactate of greater than 4 mmol/L,using either crystalloids or colloids. Give fluid challenges of 1,000 mL of crystalloids or 300 to 500 mL of colloids over the course of 30 minutes. More rapid and larger volumes may be required in sepsis-induced tissue hypoperfusion.
Resuscitation goals include the following:
• Central venous pressure (CVP) of 8 to 12 mm Hg is recommended in the presence of mechanical ventilation or pre-existing decreased ventricular compliance. • Mean arterial pressure of greater than or equal to 65 mm Hg • Urine output of greater than or equal to 0.5 mL/kg per hour • Central venous (superior vena cava) oxygen saturation (ScvO 2 ) of graeter than or equal to 70% or mixed venous oxygen saturation (ScvO 2 ) of greater than or equal to 30% and/or start dobutamine infusion. If venous O 2 saturation target is not achieved, consider further fluid,transfuse packed red blood cells if required to hematocrit of greater than or equal to 30%, and/or start dobutamine infusion. More than 52 41-51.9 -32-40.9 22-31.9 -18-21.9 15-17.9 Less than 15 Table 2 : Founier's Gangrene severity Index (11, 12) 
Conclusion
Necrotizing soft tissue infection can rapidly evolve to multiple organ dysfunction if not recognized early enough and emergent surgical debridement instituted.
The recognition that septic shock is the most common 
